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THE LATINX COMMUNITY AND COVID-19: AN ANALYSIS OF THE 
SOCIAL DETERMINANTS OF HEALTH 
NICOLE ALEXIS GAMBOA 
ABSTRACT 
  
Ongoing research indicates that the burden of infection and mortality 
from the coronavirus disease 2019 (COVID-19) has been disproportionately 
borne by Latinx populations in the United States (U.S.). While Latinx people 
account for 18.4% of the U.S. population, they make up 23.1% of total COVID-19 
cases and almost 38% of all COVID-19-related-deaths in the U.S. Latinx people 
face systemic socioeconomic and political challenges that adversely impact their 
risk of exposure to and recovery from COVID-19. This investigation will discuss 
the health disparities experienced by the U.S. Latinx population that have been 
exacerbated by the COVID-19 pandemic, with a particular focus on the social 
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On December 31, 2019, the World Health Organization (WHO) learned of 
a novel coronavirus in Wuhan, China that was infecting residents at an alarming 
rate (1). It was later learned that this virus, now referred to as severe acute 
respiratory syndrome coronavirus 2 (SARS-CoV-2), causes the coronavirus 
disease 2019 (COVID-19), which presents itself in patients as respiratory 
symptoms, fever, and dry cough among others (1). Only a few months later, the 
WHO declared COVID-19 a global pandemic (2). Nearly a year later, in March 
2021, more than 120 million cases of COVID-19 have been reported and more 
than 2.7 million COVID-19 related deaths have occurred worldwide (3). In the 
United States (U.S.), close to 30 million cases of COVID-19 have been confirmed 
and over 500,000 deaths have been attributed to COVID-19 (3). 
The COVID-19 pandemic exposed long-standing health disparities among 
historically marginalized populations in the U.S. (4). Health disparities are 
defined by the Centers for Disease Control and Prevention (CDC) as “differences 
in the incidence, prevalence, and mortality of a disease and the related adverse 
health conditions that exist among specific population groups” (4). These 
population groups may be characterized by “gender, age, race or ethnicity, 
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education, income, social class, disability, geographic location, or sexual 
orientation” (4). Variance in the prevalence of COVID-19 among certain groups 
provides evidence of such disparities. For example, reports indicate that the U.S. 
Latinx population is disproportionately burdened by COVID-19 and experience 
heightened risk of infection and death (4,5,6). As of February 2021, the CDC 
COVID-19-Associated Hospitalization Surveillance Network (COVID-NET) 
reported that Latinx people make up 23.1% of total U.S. COVID-19 cases, despite 
accounting for only 18.4% of the U.S. population (5). The CDC also reports that 
nearly 37.8% of all COVID-19 related deaths are from the U.S. Latinx population, 
experiencing a near doubling of the share of COVID-19-related deaths relative to 
their share of the total population (6). 
Research indicates that numerous socioeconomic factors influence how 
people access and utilize medical services (7). These conditions include a lack of 
access to healthcare, systemic racism, stigma, and the cycle of poverty (7). In part 
due to these dynamics, as well as the fact that Latinx people are more likely to 
work in “frontline” or “essential” jobs that create additional COVID-19 exposure 
risk, Latinx people have increased rates of COVID-19 infection as compared to 
their non-Hispanic White counterparts (8). Latinx people also face many 
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additional barriers to medical care as a result of higher-than-average rates of 
uninsurance, lack of documentation related to immigration status, language and 
health literacy barriers, and treatment models that run counter to cultural 
practices (8). These dynamics, commonly referred to as the social determinants of 
health (SDOH), may increase both exposure risk and the ability of Latinx people 
to access appropriate diagnostic services and treatments for any given disease, 
which is only magnified in the context of an airborne infectious disease 
pandemic (7). 
In order for healthcare professionals to tackle the COVID-19 pandemic in 
the Latinx community, the underlying SDOH that contribute to COVID-19 
prevalence and mortality rates must be examined. These determinants include 
access to medical care, health literacy, immigration status, economic security, 
housing stability, and residential location, among others. The SDOH are deeply 
rooted in racist public policies and the U.S.’ inequitable public health 
infrastructure. Thus, spotlighting and addressing these determinants is not just a 




SPECIFIC AIMS AND OBJECTIVES 
 
The purpose of this investigation is to analyze infection and mortality data 
by demographic subgroups and existing public health literature on the policies 
and structures that continue to disadvantage Latinx people in the midst of the 
COVID-19 pandemic. Beginning with an introduction to the U.S. Latinx 
population, this study looks at the most recent COVID-19 data collected by the 
CDC. It then defines the social determinants of health and examines contributing 
factors, such as access to health coverage, health literacy and language barriers, 
immigration status, economic security, geographical location, air quality, 
prevalence of underlying medical conditions, housing arrangements, and 
gender. With these objectives, this analysis aims to spotlight the determinants 
that prevent Latinx people from accessing COVID-19 prevention, diagnosis, and 
treatment. In doing so, it hopes to address the disparate burden that COVID-19 
has had on the Latinx population and how the U.S. can be more equitably 





LATINX POPULATION IN THE UNITED STATES  
 
As the largest ethnic minority group in the U.S., the Latinx population is 
made up of nearly 61 million people, encompassing 18.4% of the total U.S. 
population in 2019 (9). Population estimates indicate that between 2010 and 2019, 
the Latinx population accounted for 52% of all U.S. population growth (9). As 
noted in Figure 1, nearly half of the entire Latinx population lives in the four 
states that border Mexico: Arizona, California, New Mexico, and Texas (10,11). 
California, with 15.6 million Latinx residents, and Texas, with 11.5 million Latinx 
residents, account for 45% of this population (10). 
The U.S. Census Bureau uses the terms “Hispanic or Latino” to refer to a 
person of “Cuban, Mexican, Puerto Rican, South or Central American, or other 
Spanish culture or origin regardless of race” (12). These words are often used 
interchangeably, despite their different definitions. The term “Hispanic” refers to 
people descended from Spanish speaking countries, including Latin America and 
Spain, but excluding Portuguese-speaking Brazil (13). The term “Latino” refers to 
people descended from Latin America, which includes Brazil but does not 
include Spain (13). Although “Latino” is considered both a masculine as well as 
gender neutral term in the Spanish language, the term “Latinx” has been recently 
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coined in academic settings to be more gender- and LGBTQ+-inclusive (13). For 
the purposes of this paper, Latinx will be used to include all individuals who are 
descended from Latin America, regardless of their country of origin. It is 
important to note that while this paper uses this simplification, each Latinx 






Figure 1: Latinx share of state population, 2014 (Figure amended from the 
Pew Research Center at www.pewresearch.org) (11). 
More than 35% 
20 to 34% 
10 to 19% 
Less than 19% 
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COVID-19 INCIDENCE DATA  
 
Early data indicate that racial and ethnic minorities in the U.S. are 
disproportionately impacted by COVID-19 (14). However, the complete estimate 
of these disparities continues to evolve as the pandemic continues (14). 
According to the John Hopkins Coronavirus Resource Center, racial and ethnic 
information is presently available for only 35% of the total COVID-19 related 
deaths in the U.S. (14). The main source of this information comes from the CDC 
National COVID-19 Case Surveillance program, which aggregates statistics 
provided by state and local health departments (15). These departments receive 
COVID-19 case and death information from hospitals, health care providers, and 
laboratories, which they then voluntarily share with the CDC as part of the 
public health data supply chain (15). With the rise of COVID-19 across the 
nation, many states have found it increasingly difficult to report cases with 
complete demographic information (15). As a result, the demographic profile of 
COVID-19 cases and deaths remains incomplete, lacking specific information on 
race, ethnicity, underlying health conditions, clinical outcomes, exposures, or 
other factors that increase risk of diseases (15). 
 
9 
Even with incomplete COVID-19 data, health disparities appear to exist 
by age, ethnicity, race, and social class (14). In particular, the U.S. Latinx 
population has experienced a disparate percentage of the total COVID-19 cases 
and deaths for which race and ethnicity have been documented (16). Records 
from the CDC show that infection rates among Latinx people are 1.7 times that of 
their non-Hispanic White counterparts (Table 1) (16). Likewise, hospitalization 
rates among Latinx people are 4.1 times that of the non-Hispanic White 
population (16). 




Black or African 
American, Non-
Hispanic persons 
Cases 1.7x 1.4x 
Hospitalizations 4.1x 3.7x 
 
Table 1: COVID-19 case and hospitalization rate ratios by race/ethnicity 
compared to White, Non-Hispanic persons (Table amended from the Centers 
for Disease Control and Prevention at www.cdc.gov) (16). 
 
As of February 3, 2021, 76,136 Latinx persons have died due to COVID-19 
(17). Figure 2 illustrates the distribution of COVID-19 deaths among non-
Hispanic White, non-Hispanic Black, and Latinx people as a percentage of the 
total number of reported COVID-19 deaths (6). It also illustrates the population 
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of each group as a percentage of the total U.S. population. This figure suggests 
that Latinx groups have the largest proportion of total U.S. COVID-19 related 
deaths (6). According to the CDC, Latinx groups represent a larger share of 
COVID-19 deaths in comparison to their distribution in the total U.S. population 
(6). These numbers are also observed across U.S. counties (17). For example, in 
Los Angeles County, where 48.6% of the population have Latinx origin, 52% of 
COVID-19 related deaths are among the Latinx community (17).  
 
Figure 2: Age-adjusted share of COVID-19 deaths and population by 
race/ethnicity. (Figure amended from the Centers for Disease Control and 












Non-Hispanic White Latinx Non-Hispanic Black
Share of COVID-19 deaths with complete race/ethnicity (%)
Percentage of U.S. population (%)
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The disparity in COVID-19 burden experienced by the Latinx population 
reflects a pattern that is exhibited across other diseases and health concerns. 
Latinx people have historically been overrepresented in disease prevalence and 
underrepresented in access to health insurance and healthcare. However, access 
to quality healthcare is just one social determinants of health (SDOH) that 







THE SOCIAL DETERMINANTS OF HEALTH 
 
Healthy People 2030 defines the social determinants of health (SDOH) as 
“the conditions in the environments where people are born, live, learn, work, 
play, worship, and age that affect a wide range of health, functioning, and 
quality-of-life outcomes and risks” (7). These conditions are grouped into five 
domains: healthcare access and quality, education access and quality, economic stability, 
neighborhood and built environment, and social and community context (Figure 3) (7).  
 
 
Figure 3: The social determinants of health (Figure amended from Healthy 
People 2030, U.S. Department of Health and Human Services, Office of 

















Healthcare access and quality refers to a person’s “access to and 
understanding of health services and their own health” (18). It includes matters 
like access to access to primary and preventive services, health insurance 
coverage, health literacy, and access to culturally and linguistically appropriate 
treatment modalities (18). Education access and quality refers to the association 
between education and health (18). It involves language and literacy, enrollment 
in higher education, and childhood education and development (18). These 
elements improve an individual’s health because they can lead to increased 
earning potential, reduced likelihood of incarceration, and increased mental 
wellness (18). Economic stability encompasses the financial resources and 
opportunities that individuals have, including socioeconomic status, 
employment security, housing stability, and poverty (18). This increases a 
person’s ability to access crucial resources, including a nutritious diet and 
adequate exercise (18). Neighborhood and built environment relate to the 
geographical location that a person resides in, as well as housing arrangements 
and access to quality air and water supply (18). Finally, social and community 
context is characterized by “cohesion within a community, civic participation, 
discrimination, conditions in the workplace, and incarceration” (18). Together, 
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neighborhood and built environment and social and community context impact one’s 
health because they promote mental wellness and good physical health (18). 
The SDOH have a major influence on health and can contribute to health 
disparities when certain populations are systematically disadvantaged. For 
example, access to safe housing is a SDOH that impacts an individual’s overall 
wellbeing. Safe housing refers to both the social and physical conditions in which 
an individual resides (19). Low-income families are more likely to live in 
hazardous housing arrangements and are more exposed to reduced air quality, 
lead, or mold (19). These unsanitary conditions are linked to poor health 
outcomes, such as respiratory issues and toxin poisoning (19). Likewise, they 
have potential to decrease one’s life expectancy, as compared to families who do 
have access to safe living arrangements (19). Since access to affordable, secure 
housing correlates to a family’s financial stability, it can contribute to the health 
disparities observed among people from lower socioeconomic backgrounds (19). 
While the SDOH are not novel or unique to COVID-19, ongoing research 
indicates that the pandemic has exposed long-standing health inequities among 
racial and ethnic minority groups. Addressing these SDOH is an important step 
in improving overall health and eliminating health inequities among these 
populations (20). This section will discuss the SDOH that have led to heightened 
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COVID-19 prevalence and mortality among Latinx people, including access to 
health care, health literacy and language barriers, immigration status, geographic 
location, air pollution inequity, underlying medical conditions, housing 




Access to Health Care 
Healthy People 2030 defines access to health care as having the “timely 
use of personal health services to achieve the best health outcomes” (21). This 
includes access to quality and comprehensive services that “promote and 
maintain health, prevent disease and manage disease, reduce unnecessary 
disability and premature death, and achieve health equity” (21). These services 
are measured by accessibility to health insurance coverage, accessibility to a 
usual source of medical care, and the ability to receive care in a timely manner 
when needed (21). Many Americans experience barriers in accessing medical 
care because their personal identities or social status impact the type and quality 
of care available to them. For example, Black, Latinx, and low-income 
populations have historically been neglected by the medical community and are 
underrepresented in the healthcare work force. This positions many individuals 
from these backgrounds to experience challenges in accessing preventive care, 
diagnostic services, and treatment, which has the potential to exacerbate COVID-
19 health disparities.  
According to the U.S. Department of Health and Human Services, Latinx 
people have the highest uninsured rates of any racial or ethnic group in the U.S. 
(22). In 2017, it was reported that 49% of the Latinx population had private 
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insurance coverage, as compared to 75.4% of the non-Hispanic White population 
(22). Additionally, 38.2% of Latinx people had public health coverage, as 
compared to 33.7% of non-Hispanic White people (22). Among all individuals 
without health insurance coverage, 17.8% were Latinx (22). In a 2019 survey 
conducted by the National Healthcare Quality and Disparities Report, nearly 
30% of the uninsured adults aged 18-64 interviewed were of Latinx origin 
(Figure 4) (23). Although the passage of the Affordable Care Act and Medicaid 
expansion reduced uninsurance and narrowed coverage disparities, these 
policies only included lawfully documented immigrants, continuing to exclude 
undocumented immigrants (24). Likewise, many individuals who reside in states 
that have yet to expand the Medicaid program continue to lack access to health 
insurance coverage (24). In these areas, the high cost of healthcare can prevent 
Latinx people from seeking out care. This population is poised to experience 
disparities in receiving COVID-19 related care because health coverage is limited 





Figure 4. Percentages of adults aged 18-64 in the U.S. who are uninsured, by 
race/ethnicity, 2019 (Figure amended from the Agency for Healthcare Research 
and Quality, U.S. Department of Health and Human Services at 
www.ahrq.gov)(23). 
 
Early data suggests that Latinx people face increased barriers to accessing 
COVID-19 testing services because they are more likely to be uninsured and 
experience other challenges (24). Although Congress passed legislation to 
provide free testing for uninsured groups, many individuals still lack a usual 
source of primary care and may not know where to go to obtain tests (25). 
Uninsured individuals may also not seek out COVID-19 testing services if they 
are not aware of these free resources or know where to locate them (26). Other 















testing center or whether walk-ins are available; how long the waiting time at a 
testing site is; and whether the individual has transportation to testing sites (26). 
These factors may prevent Latinx persons from knowing their COVID-19 status, 
which may lead to increased transmission among community members if the 
person is in fact infected with COVID-19 (26). 
Ongoing surveillance studies have also uncovered inequities in testing 
center locations (26). Several reports of major U.S. cities indicate that testing sites 
are limited in lower-income Black and Latinx communities (26). For example, 
investigators found disparities in the distribution of testing sites in areas 
predominantly inhabited by racial and ethnic minority groups in Texas, as 
compared to areas heavily populated by non-Hispanic White groups (26).  
Testing centers in four out of the six largest cities in Texas were 
disproportionately located in Whiter suburban neighborhoods (26). At the time 
of data collection, Northern Dallas, which is a predominantly White area, had 20 
testing sites, whereas Southern Dallas, which is made up of predominantly Black 
and Latinx groups, had only 9 testing sites (26). Other major Texas cities, as well 




Many Latinx people have reduced access to diagnostic and medical 
treatment as a result of being uninsured. Access to health coverage expands an 
individual’s ability to access primary and preventive services, as well as receive 
proper health education and medications. Latinx people are also likely to 
terminate treatment prematurely, especially in circumstances in which the 
standard treatment is not culturally or linguistically responsive to their needs 
and expectations (27). Thus, limited or nonexistent access to quality health care is 
a distinctive SDOH that positions Latinx groups to be at an increased 




Health Literacy and Language Barriers  
 According to the U.S. Department of Health and Human Services, 72% of 
the U.S. Latinx population speaks a language other than English at home and 
29.8% are not fluent in English (28). Evidence suggests that physician-patient 
language barriers adversely impact a patient’s understanding of their diagnosis, 
treatment adherence, likelihood of following-up with their provider, and their 
ability to locate proper medical information (29). Some studies reveal that 
language barriers can reduce the quality of care provided and result in worse 
health outcomes (29, 30). Furthermore, patients with limited English proficiency 
(LEP) experience increased emergency department visits and have longer 
inpatient hospitalizations (30). Not only do language barriers create challenges 
that disrupt COVID-19 prevention efforts, but they also complicate testing 
services, treatment, and vaccine distributions (31). 
Language barriers prevent LEP communities from accessing and utilizing 
crucial health resources, which increases vulnerability to COVID-19 transmission 
and mortality. Demographic data indicates that areas with large Latinx 
populations have limited access to bilingual medical information about COVID-
19 (32). LEP groups within the Latinx community often have inadequate access 
to linguistically and culturally appropriate information regarding the pandemic 
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(32). Without access to tailored messages that aim to increase symptom 
awareness, testing procedures, and public health safety information, those with 
LEP face a greater risk of adverse health outcomes (32). Additionally, public 
health messages often do not take into consideration the socioeconomic 
dynamics that these communities face (32). For example, Latinx persons often 
live in multi-generational homes or work as essential employees (32). Thus, it 
may be more difficult for LEP individuals to self-isolate or stay at home, which 
are often two of the most common public health guidelines issued (32). Frequent 
testing upon exposure is another public health guideline that requires properly 
tailored and translated messages for those with LEP (32). In order for COVID-19 
testing to be equitable, more resources on testing services must be available as 
well as putting more testing locations in areas with predominantly Latinx 
populations (32). 
During critical periods, such as the COVID-19 pandemic, health literacy is 
absolutely crucial for the wellbeing of populations. Limited English proficiency is 
also associated with low health literacy and poor health outcomes (33). Health 
literacy is defined as “the degree to which individuals have the capacity to 
obtain, process, and understand basic health information needed to make 
appropriate health decisions'' (34). The National Hispanic Council on Aging 
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states that 41% of Latinx adults lack basic health literacy and only 4% have 
enough health literacy needed to make appropriate choices regarding their 
health (35). Immigrants and non-native English speakers are also more likely to 
have lower health literacy and have additional trouble navigating the 
complicated U.S. healthcare system (35). Thus, inadequate health literacy 
influences the quality of care that Latinx immigrant and LEP groups are able to 
receive (35). 
It has been documented in public health research that the spread of health 
misinformation is more prevalent in underserved communities (33). Latinx 
groups are especially vulnerable to misinformation because limited health 
literacy makes it more challenging to find and access reliable health information 
(33). It is also particularly difficult for LEP groups to find reliable health sources 
in their native language (33). Reports indicate there is a shortage of official 
Spanish-speaking interpreters to assist in dispelling COVID-19 myths and 
facilitating discussion on proper safety precautions (33). Likewise, early COVID-
19 public health messaging efforts were at first only available in English (33). 
Moreover, there is limited culturally responsive health information for Latinx 
groups, as well as a long history of mistrust between Latinx populations and the 
U.S. healthcare system (36). As “generations of distrust in the health care system 
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have accumulated” among Black and Latinx communities due to a history of 
medical abuse by providers, the willingness of Latinx people to seek treatment 
for disease, including COVID-19, has decreased (36). These dynamics further 
exacerbate COVID-19 disparities in the Latinx community.  
The combination of language barriers, lower health literacy, and limited 
access to culturally and linguistically appropriate health information has 
positioned Latinx groups to be particularly vulnerable to COVID-19 infection 
and mortality. Addressing these SDOH requires establishing additional health 
education resources for Latinx and LEP populations. Bilingual interpreters are 
needed to dispel COVID-19 myths and relay important information regarding 
testing services and vaccination distributions. Additionally, more culturally 
responsive care is needed for Latinx persons who are recovering from COVID-19 









Immigration Status   
Immigration status is considered a SDOH because immigration can 
influence an individual’s mental and physical health by limiting access to health 
care, decreasing food security and housing stability, heightening stress and fear, 
and increasing experiences of violence and discrimination. Additionally, how 
one is received in their new country, by the government and other residents, can 
stigmatize certain groups and reduce financial and social opportunities. Due to 
long-standing U.S. immigration policies and enforcement practices, both 
documented and undocumented Latinx immigrants continue to experience 
structural violence, systemic racism, poor health outcomes, and poverty. As 
mentioned previously, the Affordable Care Act expanded the Medicaid program 
to include lawfully present immigrants (24). However, undocumented 
immigrants do not have access to federal health coverage and continue to be 
excluded from public service programs, federal relief packages, and health care 
coverage under the Affordable Care Act (37). Additionally, immigrants face a 
heightened risk of COVID-19 exposure because many immigrants already work 
in low-paying essential jobs (37). As discussed later, 43% of Black and Latinx 
workers are employed in positions that cannot be done remotely (5). These 
 
26 
conditions have exacerbated COVID-19 disparities among the Latinx immigrant 
community.  
Not only did the COVID-19 pandemic spotlight health inequities within 
the U.S. Latinx population, but it exposed the damages and frustrations created 
by the U.S. immigration system. The Trump administration’s anti-immigrant 
policy and rhetoric created a political atmosphere that enabled hostility towards 
migrants from Latin America (37). During 2019, the U.S. Customs and Border 
Protection agency detained more than 474,000 families and 76,000 
unaccompanied children who arrived at the southwestern border (37). Many of 
these individuals were asylum seekers with untreated medical conditions (37). 
As part of the Trump administration’s immigration policy, many of these groups 
were held at temporary holding centers managed by U.S. Immigration and 
Customs Enforcement (ICE) (37). Documents indicate reports of medical neglect 
and abuse in these centers, which has included withholding or delaying medical 
care from refugees (37, 38, 39, 40). Additionally, the likelihood of transmission 
within these facilities is increased by overcrowding and unhygienic conditions 
37, 38, 39, 40). In May 2020, ICE reported 943 confirmed cases of COVID-19 
among detainees (37). 
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The U.S.’ history of anti-immigration policies, including detainment and 
family separation, have created a political atmosphere of hostility and 
resentment towards Latinx immigrants. These stricter anti-immigration policies 
have sent a “chilling message” to many Latinx people, which has led to the 
reduced use of social support programs among eligible Latinx persons (41,42). 
Research shows that concerns about deportation for undocumented immigrants 
impacts whether individuals of the same household who are eligible for public 
programs choose to participate (41,42). This is especially true for the U.S.-born 
children of undocumented immigrants. The “chilling messages” sent forth by 
anti-immigration rhetoric have also led to the shift of healthcare use “from 
preventive services to higher-cost emergency care” (42). This has led to poorer 
health outcomes and COVID-19 disparities as health reform policies continue to 
exclude undocumented groups. Furthermore, reduced access to medical care and 
increased financial instability brought on by the COVID-19 pandemic position 






 Research on health equity has long suggested that an individual’s ZIP 
code is a stronger predictor of one’s health than their genetic code is. In fact, 
geographical location is associated with population variation in access to and 
utilization of health care (44). This is understood to be a result of various factors, 
including the distance and time needed for an individual to reach quality 
medical care. Likewise, the political and economic factors that control a 
geographical region also influence the environmental conditions that contribute 
to disease and the availability of medical resources to diagnose and treat disease. 
These political and economic variables were exposed by the highly controversial 
2020 U.S. Presidential and Congressional elections and exacerbated by the U.S. 
policy of federalism. 
Federalism, or the formal division of power between the federal 
government and sovereign states, further complicated the U.S. response to the 
COVID-19 pandemic (45,46). As a result of this policy, states’ actions to address 
COVID-19 varied widely. States varied in their implementation and strictness of 
COVID-19 regulations, such as physical distancing measures, mandatory 
quarantine, testing, and the use of proper safety equipment and medical 
resources (45,46). Additionally, conflicting messages provided by federal and 
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state officials influenced how the U.S. population responded to COVID-19 safety 
regulations and how they perceived severity of the pandemic (45,46). The 
fragmented response by U.S. political leaders exacerbated health inequities 
across the country, especially in states that have a long history of underinvesting 
in public health and social programs, such as Medicaid expansion (45,46). Not 
only did many states lack the critical public health infrastructure needed to 
respond to the COVID-pandemic, but they were also ill-equipped to respond to 
the challenges exacerbated by the long-standing structural racism that pervades 
the U.S. healthcare system (45). Structural racism is deeply rooted in social 
segregation and the cycle of poverty. As a result of these factors, urban and rural 
communities made up of racial and ethnic minority populations are at a greater 
risk of COVID-19 exposure. Between February and June 2020, 79 U.S. counties 
were identified as COVID-19 hotspots (47). Racial and ethnic minorities made up 
a disproportionate percentage of the population living in these hotspots, the 
largest of which were Latinx people (47). About three quarters of the residents of 
these hotspots were Latinx, totaling around 3.5 million people (47). 
Early data indicates that COVID-19 cases and deaths were higher in 
counties with a larger proportion of Latinx residents (48). Only 14% of counties 
in the U.S. (443/3143) are majority Latinx (48) but comprise a disproportionate 
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proportion of COVID-19 cases and deaths. For example, in the Northeast, 63.4% 
of cases come from the 11% of majority Latinx counties, 31.9% of cases in the 
Midwest come from the 4% of majority Latinx counties, 75.4% of cases in the 
West come from the 33% of majority Latinx counties (48). Likewise, 66.1% of 
deaths in the Northeast, 22.6% of deaths in the Midwest, and 73.7% of deaths in 
the West derive from counties in which Latinx persons make up the majority of 
the population (48). This suggests that there is an association between COVID-19 
infection and mortality rates with proportion of Latinx people living in a county 
(48). Figure 5 illustrates the proportion of Latinx residents in the Midwest, 
Northeast, South, and West geographical regions as compared to the number of 
COVID-19 cases per 100,000 population (48). The figure illustrates that the 
relationship between COVID-19 cases and Latinx population varies by region but 
is particularly evident in counties located in Midwestern regions of the country 
(48). It is important to note that in Southern counties the relationship between 
COVID-19 cases were inversely related to Latinx populations (48). This may be 
for many reasons, including the larger proportion of undocumented Latinx 
immigrants living in this region, who are less likely to seek medical care or be 
admitted to a hospital (48).  
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An analysis of the distribution of demographics in Midwestern, 
Northeastern, Southern and Western regions indicates that the counties with a 
larger Latinx population were composed of a lower average age, were more 
likely to have a larger number of persons per room and were more likely to lack 
health insurance (48). Furthermore, this analysis indicates that these counties 
were made up of a majority monolingual Spanish speakers and fewer 
monolingual English speakers (48). This same analysis indicates that COVID-19 
deaths were also associated with Latinx residents in Midwest regions only, as 
well as in counties with a larger population that lives in crowded living 
conditions and elevated air pollution (48). One likely explanation for the increase 
in COVID-19 deaths in the Midwest is that this area is home to the country’s 
largest meat and poultry processing industry (48). One report indicates that these 
facilities employ a great number of Latinx migrants and are also a large source of 
COVID-19 outbreaks (48). In April 2020, the Trump administration issued an 
order that designated meatpacking employees as “essential workers” (48). This 
forced many facilities to reopen during the pandemic, despite the ongoing 
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disease outbreak in these plants and among workers (48). The increase in 







































Figure 5: COVID-19 cases per 100,000 persons by proportion of Latinx 
residents in counties located in the Midwest, Northeast, South, and West 
regions of the U.S. (Figure amended from Rodriguez-Diaz, et al., 2020) (48). 
 
33 
Air Pollution Inequity  
 Air quality is considered a SDOH that influences environmental 
inequality and largely impacts the health of vulnerable communities. The U.S. 
Environmental Protection Agency (EPA) recognizes the link between long-term 
exposure to air pollution and adverse health events, including death (49). Air 
pollution is a mixture of particulate matter (PM2.5, PM10; particles with a 
diameter, ≤ 2.5 µm or ≤ 10 µm), nitric dioxide (NO2), carbon monoxide (CO), 
ozone (O3), and other volatile organic compounds that are derived from mobile 
sources, the burning of fossil fuels, agricultural activities, industrial emissions, 
and other events (49). Exposure to air pollution is considered a major health risk 
as reports indicate that long-term exposure adversely affects the body’s 
cardiovascular and respiratory systems (49). Historically, air pollution is known 
to disproportionately impact lower-income racial and ethnic minority groups, 
especially those living in urban areas where pollutant levels are highest (50). As a 
result, Black and Latinx groups bear an inequitable burden from air pollution, 
which creates health disparities due to chronic exposure (50). 
Ongoing evidence highlights the potential links between exposure to air 
pollution and the severity of COVID-19 symptoms and transmission. A study 
released by the Harvard T.H. Chan School of Public Health found that an 
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increase of only 1 µg/m3 in PM2.5 is associated with a 15% increase in COVID-19 
mortality rates (49). Another study showed a positive correlation between 
ambient NO2 and COVID-19 transmission rates, indicating that the higher the 
NO2 levels, the greater the spread of SARS-CoV-2 (51). This analysis also 
confirmed that higher concentrations of PM2.5 and PM10 are associated with 
higher mortality rates (51). Other research studies found higher rates of COVID-
19 infection in areas with higher PM2.5, NO2, CO, and O3 levels (51). Chronic 
exposure to air pollution increases the risk of developing severe health 
conditions, including many that represent risk factors for COVID-19 severity.  
Systemic racism and socioeconomic segregation places Latinx people residing in 
inner cities at greater risk of being impacted by chronic air pollution, and thus 
also greater risk of severe consequences from infection with COVID-19.    
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Underlying Medical Conditions 
Racial and ethnic minority groups are at an increased risk of developing 
severe illness from COVID-19 because they are more likely to have underlying 
medical conditions (24). Underlying medication conditions are diseases or 
illnesses that have the potential to create serious health complications and 
intensify the severity of COVID-19 symptoms (24). For example, there is growing 
evidence that pre-existing conditions, such as diabetes, hypertension, 
cardiovascular diseases, and chronic obstructive pulmonary disorder, are more 
common among hospitalized COVID-19 patients (52). According to the CDC, 
these health conditions place adults of any age at an increased risk for 
developing severe illness from COVID-19, which can lead to hospitalization, 
mechanical ventilation, or death (53). Among the patients who died from 
COVID-19 in New York state during May 2020, the leading underlying diseases 
were hypertension (54% of patients) and diabetes (36% of patients) (54). This 
report also indicates that the rate of these chronic diseases is higher among 
Latinx populations, creating greater risk of developing severe COVID-19 illness 
if infected (54). 
COVID-19 has also exacerbated disparities in access to behavioral health 
among racial and ethnic groups (27). The Latinx population has poorer access to 
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mental health services and substance-use treatment options (27). This places 
them at an increased vulnerability for behavioral health problems (27). The 
COVID-19 pandemic has raised concerns about mental health and substance use 
(27). At time of increased anxiety and panic caused by the ongoing pandemic and 
economic turmoil, these services are incredibly important for prevention and 
treatment (27). 
Access to primary and preventive health services, as well as proper 
nutrition and safe living environments, are factors that determine an individual’s 
risk of disease and death. Historically, the Latinx community has suffered 
greater impediments to accessing these resources, which has led to a pattern of 
sustained health disparities observed across various diseases and illnesses. Many 
of these conditions are known to worsen COVID-19 severity and increase the risk 
of mortality. With a heightened rate of underlying medical and behavioral 
conditions, the Latinx community in the U.S. are in an extremely vulnerable 







Economic and Employment Insecurity  
 Economic insecurity is a SDOH that restricts an individual’s ability to 
access health care or reside in safe environments that promote wellness and 
security. Without financial stability, many individuals are forced to work under 
dangerous conditions in order to be able to afford basic resources, like food and 
housing. Historically, the U.S. Latinx population has endured inequities in 
income, employment security, and restricted access to crucial resources (17). For 
many, this has created a cycle of poverty and systemic oppression that has 
burdened large numbers of this population. COVID-19 positions many Latinx 
households to endure a potential economic collapse due to the loss of wages and 
resources (55).  
 A recent survey by the Pew Research Center found that Latinx persons are 
more likely than Americans overall to view COVID-19 as a major threat to their 
personal financial situation, day-to-day life in their local community, and 
personal health (56). Figure 6 illustrates the severity of perceived threat that 
COVID-19 poses for Latinx groups as compared to the overall U.S. population 
(56). It suggests that Latinx groups are more financially vulnerable than other 
U.S. racial and ethnic groups (56). This same study also found that about 66% of 
Latinx adults said they would not get paid if they missed more than two weeks 
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of work due to COVID-19, as compared to 54% of non-Latinx U.S. adults (56). 
Likewise, about 47% of Latinx adults surveyed indicates that it would be difficult 
to meet their personal expenses if they lost their jobs, as compared to 33% of 
other U.S. adults (56). 
 
Figure 6. Percent of adults who say COVID-19 is a major threat to health and 
personal finances (Figure amended from Krogstad, et al., 2020) (56).  
 
Although evidence indicates that the Latinx unemployment rate fell at the 
end of the 2019 to a record low, many Latinx persons work in leisure, hospitality, 




























workers.” (56). As an essential worker, many Latinx adults have front-line jobs 
that prevent them from staying home and increases their risk of exposure to 
COVID-19 (57). A 2018 Census data indicates that 43% of Black and Latinx 
workers are employed in positions that cannot be done remotely, as compared to 
only one in four White employees (5). Exposure is also exacerbated by the fact 






Housing Arrangements  
 The CDC notes that some racial and ethnic minority groups are more 
likely to live in crowded housing arrangements due to financial or cultural 
reasons (58). This is true for many Latinx and immigrant families, who 
frequently reside in larger multigenerational homes or share residences with 
several other families (59). Living with extended families is a common practice 
because it helps maintain the “familismo” Latinx cultural value and can help 
reduce expenses (31). Nonetheless, large households increase the risk of COVID-
19 infection since crowded living arrangements can make it more difficult to 
follow social distancing and COVID-19 prevention guidelines. In fact, one 
hospital in Baltimore, Maryland found that when patients were contacted about 
their positive COVID-19 test results and were asked who else may have been 
exposed, there were often up to 10 individuals living in one house (59). By the 
time these patients were contacted, most of their household contacts were 
already infected and experiencing symptoms. These types of common housing 
arrangements aggravate the spread of COVID-19 among the Latinx community 
(33).  
In addition to precarious housing conditions, many Latinx people face a 
greater risk of eviction and homelessness (58). Some states, such as Maryland, 
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issued orders to prohibit evictions but this did not expand protection to families 
subletting under irregular housing arrangements (59). Housing instability 
impedes the ability of groups to access medical care and self-isolate at home. 
Data indicates that the lack of financial resources leads to homelessness and also 
reduced likelihood of having health insurance (60). Without reliable health 
coverage or access to proper medications and nutrition, individuals face the 
possibility of developing other medical conditions that may intensify COVID-19 
severity upon infection. Likewise, Latinx groups are overrepresented in other 
congregational settings, such as detention centers, prisons, and shelters (61). 
Individuals who are homeless or incarcerated are at an increased risk of infection 









Latinx Women   
Latinx and Black women have disparately been burdened by the COVID-
19 pandemic and have experienced some of the most devastating social, 
economic, and health consequences as a result (63). Not only has COVID-19 
further exacerbated the long-standing income inequalities that women of color 
face, but it has only led to the current economic crisis dubbed the “shecession” 
(63). At the start of the pandemic during March 2020, 60% of the jobs that were 
laid off were held by women (63). Within the past few months, Latinx women 
and Black women have suffered the highest rates of unemployment at 11%, as 
compared to White men at 6.5% and White women at 6.9% (64). This gap is 
mostly due to the fact that many Latinx and Black women work in the hospitality 
and leisure industries, which suffered large layoffs during 2020. It has also been 
reported that more than one in three jobs held by women are considered 
essential, meaning many women are at an increased risk of exposure to COVID-
19 (65). Additionally, the 2.3 million home care workforce is made up of mostly 
immigrants and women of color, many of whom are not protected under labor 
laws and cannot work remotely (66).  
The COVID-19 pandemic has also exacerbated disparities in reproductive 
and sexual health, especially among racial and ethnic minority women (65). With 
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additional barriers raised due to childcare and school closures, housing 
instability, and transportation shutdowns, it has become more difficult for 
women to receive the necessary medical care that they need. Moreover, in early 
2020 the Trump administration slashed the network of Title X clinics, which left 
1.6 million patients (majority of whom are women of color and uninsured 
women), without primary care (67). This political agenda has had harmful 
consequences for minority and low-income women, especially in the midst of a 
pandemic, when such resources are already limited. Additionally, the financial 
and social stressors exacerbated by the pandemic has led to a major crisis among 
pregnant women (65). The CDC COVID-NET surveillance program found that of 
hospitalized pregnant women from 14 states as of January 2021, Black and Latinx 
women were disproportionately represented as “among 577 hospitalized 
pregnant women with information on race and ethnicity, 42.5% were Hispanic or 











 The U.S. Latinx population faces numerous challenges in accessing 
COVID-19 related preventive, diagnostic, and treatment services. These barriers 
arise from long-standing social, economic, and political factors that have 
exacerbated pre-existing health disparities that the Latinx population faces. The 
inability to receive quality health care and testing services that are both culturally 
and linguistically appropriate is one challenge that these groups consistently 
face. These obstacles are greater among undocumented immigrants as political 
dynamics often decide who has access to health care. Language barriers between 
providers and patients further complicate these manners. Additionally, public 
health outreach messages that do not consider sociocultural or financial 
conditions fail to reach the most vulnerable members of these communities. The 
Latinx community, particularly women, have also experienced some of the 
hardest economic burdens brought on by the pandemic as they make up a large 
proportion of the essential workforce. These SDOH contribute to the 
disproportionate COVID-19 prevalence and mortality among this population.  
In order for providers to address the COVID-19 pandemic among the 
Latinx population, public health efforts must be updated to reflect the social and 
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economic concerns of these groups. Health officials should invest in COVID-19 
outreach programs that consider language and health literacy expectations. 
Moreover, preventive and testing resources must be increased and equitably 
distributed to meet the disparate risk and greater needs of Latinx populations.  
Additional policy changes such as increasing federal relief, expanding health 
care, and immigration reform programs that assure usual sources of health 
coverage for undocumented immigrants and low-income Latinx individuals 
should be supported. More research and specific COVID-19 demographic data 
collection is also needed to further understand the disparities in prevalence and 
mortality rates. These recommendations are crucial for addressing the immediate 
needs of the U.S. Latinx population. However, long-term reform will require 
restructuring the current U.S. health care system to reflect equity and justice for 
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